Introduction
efore the inception of coronary care units (CCU) myocardial infarction was treated with prolonged bed rest, digoxin and norepinephrine. Complications were frequent leading to a high mortality rate (25-30%). Gunnar Biorck of Stockhom wrote: "There are few diseases in the sphere of internal medicine where the average mortality during four to six weeks hospitalization is over 30%, and if the patients with shock are particularly considered, the figure is more than twice as large 1 
"
Beck and colleagues in 1947 had resuscitated, by electric shock, a 14 year old boy in whom ventricular fibrillation developed during operation 2, 3 . Julian wrote on 5 May 1960, a 40 year old physician with a myocardial infarction collapsed on admission to the ward. A scalpel, which was poised to incise a cubital fossa in an adjacent catheterisation laboratory, was diverted to initiate a thoracotomy. After some minutes, help became available from the surgeons, who performed more effective cardiac massage until internal defibrillation could be carried out. The patient made an excellent cardiac recovery (he sustained some cerebral damage but survived for 23years). By a curious quirk of fate he was an alumnus of Johns Hopkins Hospital, and shortly after his recovery he showed us an article in the hospital journal describing closed chest cardiopulmonary resuscitation, which had been developed there by Kouwenhoven CCU director should appoint a critical care Quality Assurance Committee (QA). The committee should meet with the house staff, doctors, nurses and auxiliary staff on a monthly basis to review the morbidities and mortalities of the month as well as professional or technical problems experienced during the month. Minutes of this meeting will be forwarded to the hospital Quality Assurance Committee and the director of the CCU. The patient's attending physician (physician specialist or registrar) shall retain responsibility for the patient while in the special care unit. He should be readily available to deal with all eventualities. The attending physician is expected to make daily patient rounds, more frequent when indicated and to maintain patient coverage by a designated physician in his absence. The name of the designated physician covering for the physician on duty shall be written in the chart with the dates of coverage. The attending physician is responsible for communicating with the patient and the patient's family regarding all aspects of patient management. He is also responsible for communicating with the patient's consultant or consultant on call regarding all admissions, treatment measures and if the need arises he should ask for immediate help.
The CCU resident should be a senior house officer (medical officer) who has received special training and gained experience in dealing with acute cardiac problems. He should develop complete data base on all assigned patients. The data base shall include a complete history, physical examination, appropriate laboratory studies, ECG, X-rays. The data base should be entered on the patient's file at the time of admission. He should also develop diagnostic and therapeutic management plan, after consultation with the attending physician and respond to acute changes in patient status. The resident should perform daily assessment of patient's condition and enter a progress note on the chart. This progress note should show the status of all active patient problems and assessment measures and the consensus of opinion reached by the senior unit staff. Following each working session or shift a resident doctor should endorse all assigned patients to the next doctor on duty. Both of them should sign the endorsement book and enter date and time. Work should be divided into 3 eight hourly shifts or maximum 12 hourly shifts. This is important to avoid long working hours in stressful environment which is counterproductive. Documentation is important both for future follow up and medico-legal aspects. All doctors including consultants should enter progress notes or new diagnosis and treatment on the patient's file. This should be dated timed and signed. Rubber stamp should be supplied to all doctors and should show the full name position and license number. It is a prerequisite for a good CCU to have a good Emergency Reception Department (ER) staffed with trained doctors and nurses and with satisfactory ambulance service with well trained paramedics. Chest pain patients should receive priority at ER and be dealt with immediately upon their arrival. It is recommended that busy hospitals have Rapid Axis Chest Pain Clinic or have a fast tract admission system for such cases.
Intermediate or step-down unit
The duration of stay in CCU is dictated by the patient condition and progress. Cases of acute myocardial infarction should remain in CCU if they develop post-infarction angina, heart failure, recurring life threatening ventricular arrhythmias, or if hemodynamically unstable. Other patients who have low risk of developing ventricular fibrillation are unlikely to die in hospital and can safely be transferred to the ward after 24 hours or maximum two days. The provision of intermediate, step-down, coronary care unit can form a bridge between more intensive acute coronary care and management in the general ward and allows the more efficient use of high-dependency beds 7 . Staffing of these units by CCU trained nurses allows the patients to benefit from continuity of care as well as uniformity of approach. Patients in intermediate care unit can also be connected to monitors or telemetry system and are usually linked to CCU observation console where abnormal rhythm can be spotted and treated. Intermediate CCU plays important role in supervision of medication, risk stratification, patient education, lifestyle modification and rehabilitation. Discharge of patients can be planned and future plans such as stresstesting; and follow up are arranged. Conclusion Utilization of CCUs should be paralleled by efforts to improve public awareness to chest pain. This should be emphasized in hospital, referral clinics and through the media. With rising rates of coronary artery disease in this country and worldwide the need for CCUs is overwhelming. The selection of hospitals that provide coronary care should be well thought of and the minimum number of CCUs which provide necessary service should be approved. Cost effectiveness should be a prime objective when considering budget and bed utilization, as building, staffing, provision of equipments and running costs of CCUs are exorbitant.
